The case of a large amebic liver abscess with an atypical presentation is reported. High output bile drainage persisted after ultrasound guided percutaneous catheter drainage because of a preexisting communication of the abscess with the right hepatic ductal system. The abscess was managed successfully by surgical evacuation and internal drainage into a defunctioned jejunal loop.
INTRODUCTION
Liver abscess is the commonest extra-intestinal manifestation of amebiasis. Its rupture into the biliary tree is a rare event, the exact incidence of which is not known. An abscess with this complication poses a management problem if routine external drainage is provided. One such amebic liver abscess which ruptured into the right hepatic ductal system is presented and its management discussed.
CASE REPORT
A 24-year-old-male presented with a constant dull aching pain in the right upper abdomen, an intermittent low grade fever and anorexia for three months. During this period he recorded a weight loss of about 15kgs. On examination he was found to be deeply jaundiced and to have smooth tender hepatomegaly. His 4 .58 IU/ml (N-up to 10 IU/ml). A repeat USG two weeks later showed some liquefaction in the lesion (Figure 1) , raising the possibility .of amebic liver abscess. Antiamebic antibodies (ELISA) at this stage were positive (64.8 EU/mI: N up to 40). The patient was started on oral metronidazole but did not show any response despite adequate treatment. He was subjected to USG guided percutaneous catheter drainage when a 9F pigtail catheter was introduced into the abscess cavity. The catheter initially drained brownish pus followed by frank bile. Bile output varied between 500-700 ml per day. Hepatobiliary scintigraphy using BULIDA showed preferential drainage of bile into the abscess cavity ( Figure 2 ) and very little activity in the small intestine even after 24 hrs. Endoscopic retrograde cholangiography revealed extravasation of contrast medium into the abscess cavity from the main right hepatic ductal system ( Figure 3 ). No reduction in cavity size could be demonstrated on USG even after four weeks and bile output remained constant i.e. 500-700 ml/day, although the patient became apyrexic and anicteric. Surgical exploration at this stage revealed a large abscess cavity almost replacing the entire right lobe of the liver. Since there was a thick fibrous wall surrounding the abscess cavity an opening was made on the inferior surface of the 
DISCUSSION
Rupture into adjacent viscera or into pleural, peritoneal or pericardial cavity is a well known complication of amebic liver abscess. Rupture into the biliary tree is an uncommon entity and has been poorly addressed in the literature. The rarity of this complication is probably due to the resistance offered by the vasculobiliary sheath, a tough fibrous tissue layer that surrounds the main or segmental portal structures: the bile duct, hepatic artery and portal vein.
The amebic liver abscess in the present case was initially misdiagnosed as hepatocellular carcinoma. The diagnostic error occurred because of the detection of a solid hyperechoic lesion on USG1. The correct diagnosis was, however established by positive amebic serology and biopsy of the wall of the abscess cavity after malignancy was ruled out by negative aspiration cytology and the normal AFP level. Complications of amoebic liver abscess include pleuro-pulmonary amoebiasis, peritonitis, cerebral and renal lesions and myocardial abscess3'8. Rupture of amoebic liver abscess into the biliary tree has been reported previously and all these patients responded to conservative management3'9'1. Powell 
